'white elephant', at least from an economic point of view, since it has never worked to full capacity and I doubt if more than a few industrial medical officers or even local general practitioners know of its existence. I was indeed actively discouraged from publicizing it when it first opened for fear of offending our strict ethical traditions. This, I confess, struck me as being paradoxical and stupid. At one stage I was so disappointed by the lack of response that I inquired of various colleagues and friends as to where we were going wrong. I invited Dr Joe Kearns to visit my unit informally and to advise us how to rectify the situation. He claimed to be duly impressed with the amenities we were offering and with the enthusiasm of our staff. However, after his tour he managed in a few minutes totally to reorientate my conception of what industry in general and the industrial medical officers in particular required from us.
He told me, for example, that as an industrial medical officer, he was only marginally worried about the serious industrial injuries or major sickness; this constituted but a minor part of his problem in keeping track of staff and reducing their periods of absenteeism. The crux of his problem was the massive and increasing amount of 'routine' sickness which caused his staff to take time off work sometimes for a series of short periods but frequently for an inordinate and quite unjustifiable length of time. Such people virtually 'get lost' in a morass of independent and sometimes conflicting medical authority. Sometimes the patient is totally free from blame; he merely lacks firm directives as to the expected speed of his recovery and, if he assumes the omniscience of his doctors he may, in good faith, delay returning to work quite unnecessarily because of a misguided feeling of obedience to their whims! If one adds to this the delay before the patient can be seen at many hospital clinics and the further delays before his investigations can be completed, then finally the long period which frequently occurs before his admission, it is evident that a relatively trivial illness, injury, or surgical complaint may cause a quite unrealistic period of absenteeism. Dr Kearns and I therefore decided to set up an investigation in which we would endeavour to streamline all these problems so as to be able to lay down 'optimal' and 'average' periods of absenteeism for various standard medical and surgical conditions. These averages would then be available for guidance to the rest of the profession and for those responsible for absenteeism records, so that it would be incumbent upon someone who had been away from work for an excessive period to explain why this had occurred rather than the reverse. We worked very hard on this project for a time and developed considerable enthusiasm for it. However, we realized that, if it was going to have any impact, such an investigation must be carried out impeccably from a technical and statistical point of view, and that it was at this point that we met our 'Waterloo' because, when we started to talk to statisticians, the extreme difficulty of getting matched communities. not to mention identical surgical techniques, for comparison, soon became apparent. For example, we proposed to put alternate patients through the discipline of our rehabilitation department and to compare the results with those who received no formal treatment. You will agree that immediately one tries a sophisticated comparison of this nature on a matched hospital series, all manner of observer bias is bound to creep in and we became convinced that the project was beyond our capabilities to carry out effectively, although we remain convinced that this is the type of investigation for which resources should be made available by the government so that this vital information could be made available.
To some extent I regard this Symposium as a consolation prize which may achieve some of our original objectives by drawing attention to and suggesting remedies for an increasingly serious national problem. Absence due to true incapacity for work accounts for only part of the 311 million man-days lost annually, which are attributed to sickness. Less than 2% of that figure is due to industrial sickness or injury. Thus, nearly all those workers who are absent suffer the pattern of disease prevalent in the whole population. The major contributions of the doctor in industry to the care of those who may be absent are not only the prevention, diagnosis, and treatment of conditions peculiar to his industry, but also the ability to relate the patient's disability, whatever its cause, extent, or term, to the total working environment as it is known to that doctor.
Where there is litigation in cases of industrial injury or illness, the doctor's efforts may be insignificant in the face of delays in legal procedures.
My limited experience suggests that it is not the wait for a judge to hear the case that causes the delay, but the elaborate wrangling and letter writing which is involved. Sometimes an excessive delay sheds light on the permanence or otherwise of the injury or illness, but that must be the only justification for this feature of our legal system.
Of approximately 25 million people who go out to work, 10 million work in factories, but less than one-sixth (4 million) in factories employing more than 500 people. Industrial medical officers are relatively few. Twenty-four thousand doctors work in hospital, and a similar number in general practice. Only 257 out of 1,070 members of the Society of Occupational Medicine give a 'commercial' address. There are perhaps 500 doctors concerned full-time with occupational problems.
The interest in industry which brings us together today may be quickened when it is realized that it is the profession as a whole which modifies or maintains fitness for work, not just a few specialists who work for industry.
Communication
If it is true that we are all involved as members of a team, communication between us is vital: there is no place for anachronistic procedural barriers. Some of these barriers exist only in our minds anyway. I frequently discover that the patient is far less jealous of his privacy than his doctor. When as a general practitioner I heard at a clinicopathological conference that a patient I had referred had presented for the first time at an outpatient clinic, I protested that he had 'presented' to me. I now know that more often than not such a patient 'presents' to a lay superior at work.
His manager, in the industrial conditions of today, is entitled to have some idea of the likely date of return to work, the extent of any disability at that time, and the term of such a disability, in a patient whom he sent home.
In less civilized competition with other trading nations a third of a century ago, we had no insuperable ethical difficulty in providing cannon fodder by communicating to laymen our assessment of the significance of the health state of our patient to the fighting group. In those days our expertise so reduced our sickness casualties that we won conventional battles in the field.
Today our interest in our patient's productivity is merely a projection of our primary duty to him, not a mercenary exercise of our skill for unscrupulous industrial masters. So let us discontinue the farce of asking for the patient's written permission for a privileged discussion of his case between two professional colleagues both of whom have that patient's interest at heart.
To assume that a nurse at the works has no right to speak to the hospital doctor or general practitioner may be to exaggerate our status rather than to protect the patient. Indeed, when there is no nurse, our complete refusal to discuss the significance of the patient's condition with his interested manager may do harm rather than help. To expect him to continue to employ an unknown quantity is unreasonable, whereas a competent profile of your patient will assist that manager to fit him to a productive job.
At a national meeting of Advisory Councils on Occupational Health, sponsored by the British Medical Association, a trade union official stated: 'A trained man is entitled to the equivalent of his full wage while he is ill. Why should he return to work before he is fully recovered? He certainly should not be asked to do different or lighter work.' At the same discussion, a company director agreed: 'It is inconvenient when workers return mid-weekthe deputizing arrangements are upset, and return to another job raises difficulties regarding pay, particularly if the light work is in another department.' Both these union and management statements might be true for any worker at times, but I would dispute that they are valid in the majority of instances.
Productivity
If we accept the opportunities that jobs of varying requirements offer to those of varying disabilities, we must be more exact in measuring the disability suffered. As soon as we adopt this attitude, we call into question the constraints laid upon us all by the National Insurance assertion that we are totally unfit on Saturday, totally fit on Monday. Before belabouring the system, let us glance at our own productivity. Let us assume that a waiting list that is not increasing requires extra effort to reduce it only until it has shrunk to reasonable proportions. Once reduced, it can be maintained at this new low level by an effort no greater than that required to keep it at its original length.
Before we pronounce ourselves incapable of that period of extra effort, let us examine a common, disabling, 'cold' condition, demanding surgical intervention, which is frequently successful. In 1966 those hernia of the abdominal cavity not requiring emergency admission incurred the waiting times shown in Table Median duration of stay Males 9 4 days 8-9 days Females 14-0 days 13-5 days by patients having abnormally long or short waiting times at the ends of the distribution. Waiting time is the interval between the date a case is placed on the waiting list, or booked, and the date ofadmission. This period does not include the two or three weeks wait for the first outpatient appointment. When even the patient knows he has a lump, why can the general practitioner not automatically put the patient on the waiting list? If there is a complication or misdiagnosis when the patient is admitted, there will still be a considerable saving of time in dealing with the condition on the spot. Cannot many discharge letters be written before discharge from hospital? The work must be done and no time is saved by putting it off.
I cannot believe that hospital doctors have so mystical an expertise as compared with general practitioners that their assessment of a hernia scar justifies routine outpatient follow up.
Capacity for Work
The most dramatic reappraisal of traditional ideas ofrecovery rates has occurred in cases of coronary thrombosis. Perhaps because we can identify ourselves readily with those who suffer this catastrophe, we attempt to assess accurately the damage and its significance. We vigorously encourage the patient to return to a normal life, and we quantify what that normal life entails. I have frequently read that a cardiac scar is well healed within six weeks. I have been unable to find a similar statement concerning scars of the abdominal wall, in particular herniorrhaphy scars. If a coronary patient can return to work within weeks, upon what grounds do we advise patients who have had abdominal operations (particularly hysterectomies, for some possibly Freudian reason) not to work for three months?
I believe that physical medicine is not geared closely enough to an understanding of the effort requirements of ordinary life. Although many physiotherapists work in the general wards, most of the activity of a department of physical medicine is carried out in that department. I believe that physical medicine staff could benefit from experience of the work done in the community around the hospital. How many of us correctly assess the effort involved merely in keeping house, or carrying shopping, or feeding and looking after a baby? I have often argued about the latter when trying to assess the fitness of unmarried mothers who must return to work very soon after delivery. I am often struck by the significance of the effort in getting from home to work. Often the real difficulties in rehabilitation arise in those who are almost fully capable of their normal work, but who are unable to get to it and home again. Summary (1) The effect of disease on our gross national product, and therefore on the standard of living enjoyed by the community, is our concern, a responsibility we all share.
(2) Etiquette and ethics are not synonymous. Neither should conflict with the interest of the patient. Privileged information can flow between professional colleagues.
(3) The role of each of us, whether ancillary staff, nurse or doctor should be critically re-appraised to utilize individual expertise and capability to the full. (4) We care for the whole population all the time, not just for that proportion arbitrarily labelled 'sick'.
(5) Physical medicine should be available to every patient, both in the hospital as an outpatient, and while at work. Industrial absenteeism is an emotive subject because individual action is at variance with the needs of the community.
A century ago an individual worker was considered so unimportant that a family might starve if a breadwinner absented himself from work for any reason. Nowadays by contrast it is possible for anyone to absent himself without danger of social repercussion. Our modern democratic society wisely tolerates a wide variety of individual actions; many of these are selfishly motivated and some are antisocial. If antisocial
